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Instructions: Complete and read sections 1, 2 & 3 to have information discloged fram Southwestern Medical Cantar o UT Southwestarn
Realth Systems to another provider or requestor. Southwestern Madical Center ar UT Southwestern Health Systems will not conditlon
treatrent, paymant, anrollmant or sligibility for benefits based on the complstion of this form.

Request Date.

Patient Name: Last: First; Middle:

Address;

GCity: State: Zip Code;

Medical Record Number; Soclal Sacurity Number;

Telaphane Number; Data of Birth;

A. | hareby authotize Southwestern Medlcal Center or UT Southwestern Health Systams 10 disclose my protected heatth

infarmation. | understand | may be charged a retrieval/processing fee for copias of my protected health information.
B. | would like to: () Receive copies of my tmadical record (> Review my medical record*

"Nota.: Patfents who wish 1o review their medical records should contact the Releasa of Information Supervisor al 214.648.2498,
Option 2. All reviews are conducted in the Medical Records Departmant from 8:30am-4:30pm, Mondsay-Friday.

C. Infarmation to be releasad:

{Fill In all that apply)

() Complate Medical Record (includes information regarding insurance, demagraphies, referal documents, and records received
from other facilities)

( Billing records

(C Radiology film/imagas (separate autherization required)

(T Othar: (specifieally identify)

O Other: (specifically identify)

(0 Other; (specifically identify}
D. Time peripd or date of information 1o ba released: From; Ta:

E. The requestad intormstion above will be picked up by:
) Patient or () Designee:
{) Mailed io the following address: Company/Name:

Attn:
Address;
Gity: State: __ Zip Code:
[ | understand that the purpose(s) of the reguested use and disclosura is (ara);
(WA the requast of the patient (0 Other:
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Ambulatory Services

Authorization to Disclose
Protected Health Information

SECTION 3

*  lunderstand that, the records used and disclosed pursuant to this authorization may inctude information ralating to: Geretic
counsaling, Human Immynodaficlancy Virns (HIV) or Acquired Immunadeficiency Syndrome (“AIDS") treatment; history of drug ar
alechaol abusea, mantal, behavioral health or psychiatrle care,

* | understand that, | may revoke this authorization in wtiting at any time, except 1o the axtent that Southwastern Medical Center has
relied on this authorization. The written revocation should be addressed to the Release of Information Dapartment. Unless atherwise
revoked, [ understand that the date or event upen which this authorization expires is 90 days from the date of signatura. A photostatic
copy of this authorization is considered as valid as the ariginal.

+ | understand that, to the axtent any teciplent of this infarmation, as idantiflad above, is not a “sovered entity” under the Federal or
Texas privacy laws, the information may no longer be protegted by fedaral and Texas privagy law onee It is disslosed to the recipient,
and, tharefore, may be subject o re-disclosure by the reciplent.

* | understand that, according to Chapter 158 of the Texas Qccupational Code Section 159.005 (e), & re-disclasure could be made
from records received from anather heatth care provider involved in my Gare or treatment.

#  Please direct all Release of Information inquiries to;

Southwestern Medical Canler

Attn; Felsusa of Infarmation-Mail Code 8864
5323 Harry Hines Blvd

Dallag, TX 75390-8864

214.648.2488, Option 1

" Patiant's Printed Name Patignt's Sighature Date

“Legal Hepresentative's Printed Narme Legal Representative's Signature - Date

If raprasentative, specify relationstip to the patient

*Note!  Signing as the legal reprasentative, | raprasant to Southwestern Medical Centerthat | am the legal raprasantative of the patisnt.
Should my lagal authority terminata, | agree to provide written notification to Southwestern Medical Center.

"Note2  Proof of lagal autharity may be required, For mora information on qualifications to serve as & patient's lagal representative, see
Southwestarn Madical Cemer's Guidelinas for Legal Reprasentativas.

"Mote?  If records are requesied by an atterney, the attornay must provide the patient’s authorization or proof of legal representation,

Ralease nf Infgrmation Use Only ‘

Date recelx?ed' ‘ S ‘ : Date processed:
F’racessad by: : : Date racords mailedlplcked up:

‘ IDate authorlzatlon revuked it applicable:
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